We report a case of a 38-year-old patient posted for surgery of fistula-in-ano. His history was insignificant regarding cardiorespiratory disorders. There was no history of any chronic medical disorder. He was operated for left acromoclavicular joint (AC joint) fracture dislocation 5 years back. His postoperative period was uneventful. Patient being a migrant labourer could not be followed by the operating team. In his preoperative evaluation, his chest X-ray which was incidentally done by the operative team prior to pre-anesthetic checkup, showed a foreign body lying in the right side near second thoracic (D~2~) vertebral body \[[Figure 1](#F1){ref-type="fig"}\]. On further evaluation computed tomography (CT) scan showed a metallic needle (28 × 10 mm) in the right trapezius muscle at D~2~ vertebral body level with small intramuscular hematoma collection with overlying subcutaneous tissue edema. The Kirschner wire (K-wire) was removed under local anaesthesia \[[Figure 2](#F2){ref-type="fig"}\] and subsequently patient was operated for fistula-in-ano under spinal anesthesia.
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K-wire migration can result in mortality by threatening vital organs in some cases.\[[@ref1][@ref2][@ref3]\] There are different opinions on why wires migrate. In particular, a greater range of motion in the shoulder, negative intrathoracic pressure associated with respiration, gravitational force and muscular activities may cause migration from the upper extremity.\[[@ref1][@ref2][@ref4][@ref5]\] Such materials can have a long silent period within the tissue or can cause chronic discharge, infection or chronic pain and may damage neurovascular structure.\[[@ref2][@ref4]\] There are specific guidelines to be followed in such a surgery. The external tips of the K-wire should be bent to prevent migration.\[[@ref2][@ref5]\] Surgical site should be monitored by radiograph at 4 weeks interval and K-wire should be removed immediately if any signs of loosening present.\[[@ref1][@ref5]\] There are case reports in which patient was symptom free but chest X-rays and CT scan indicated that one of the K-wire had migrated to the mediastinum which was removed by median sternotomy.\[[@ref2]\] Another case report showed K-wire migrating to the heart and mimicking acute coronary syndrome.\[[@ref6]\]

There is no high quality evidence on the effectiveness of routine preoperative chest radiography. Five clinical guidelines make recommendations on the basis of low level evidence and expert opinion. The guidelines concur that routine preoperative chest X-ray in asymptomatic otherwise healthy patient is not indicated. The American College of Physician states that chest X-ray should not be used routinely for predicting risk of postoperative complications. The ASA Task Force did not recommend extremes of age, smoking, stable cardiorespiratory disease as unequivocal indication of chest radiography.\[[@ref7]\]

As there are no guidelines recommending preoperative chest X-ray in these patients who may present for surgeries and since they are asymptomatic for any K-wire migration which eventually can cause harm during surgery if migrated to or lying near vital structures, we recommend consideration of a chest X-ray in a long-standing case of AC joint fixation with K-wires.
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